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contain information collection and record-

keeping requirements and will not become 

effective until approval has been given by 

the Office of Management and Budget. 

§ 489.21 Specific limitations on 
charges.

Except as specified in subpart C of 

this part, the provider agrees not to 

charge a beneficiary for any of the fol-

lowing:

(a) Services for which the beneficiary 

is entitled to have payment made 

under Medicare. 

(b) Services for which the beneficiary 

would be entitled to have payment 

made if the provider— 

(1) Had in its files the required cer-

tification and recertification by a phy-

sician relating to the services fur-

nished to the beneficiary; 

(2) Had furnished the information re-

quired by the intermediary in order to 

determine the amount due the provider 

on behalf of the individual for the pe-

riod with respect to which payment is 

to be made or any prior period; 

(3) Had complied with the provisions 

requiring timely utilization review of 

long stay cases so that a limitation on 

days of service has not been imposed 

under section 1866(d) of the Act (see 

subpart K of part 405 and part 482 of 

this chapter for utilization review re-

quirements); and 

(4) Had obtained, from the bene-

ficiary or a person acting on his or her 

behalf, a written request for payment 

to be made to the provider, and had 

properly filed that request. (If the ben-

eficiary or person on his or her behalf 

refuses to execute a written request, 

the provider may charge the bene-

ficiary for all services furnished to him 

or her.) 

(c) Inpatient hospital services fur-

nished to a beneficiary who exhausted 

his or her Part A benefits, if CMS reim-

burses the provider for those services. 

(d) Custodial care and services not 

reasonable and necessary for the diag-

nosis or treatment of illness or injury, 

if—

(1) The beneficiary was without fault 

in incurring the expenses; and 

(2) The determination that payment 

was incorrect was not made until after 

the third year following the year in 

which the payment notice was sent to 

the beneficiary. 

(e) Inpatient hospital services for 

which a beneficiary would be entitled 

to have payment made under Part A of 

Medicare but for a denial or reduction 

in payments under regulations at 

§ 412.48 of this chapter or under section 

1886(f) of the Act. 

(f) Items and services furnished to a 

hospital inpatient (other than physi-

cians’ services as described in 

§ 415.102(a) of this chapter or the serv-

ices of an anesthetist as described in 

§ 405.553(b)(4) of this chapter) for which 

Medicare payment would be made if 

furnished by the hospital or by other 

providers or suppliers under arrange-

ments made with them by the hospital. 

For this purpose, a charge by another 

provider or supplier for such an item or 

service is treated as a charge by the 

hospital for the item or service, and is 

also prohibited. 

(g) [Reserved] 

(h) Items and services (other than 

those described in § 489.20(s)(1) through 

(15)) required to be furnished under 

§ 489.20(s) to a resident of an SNF (de-

fined in § 411.15(p) of this chapter), for 

which Medicare payment would be 

made if furnished by the SNF or by 

other providers or suppliers under ar-

rangements made with them by the 

SNF. For this purpose, a charge by an-

other provider or supplier for such an 

item or service is treated as a charge 

by the SNF for the item or service, and 

is also prohibited. 

[49 FR 324, Jan. 3, 1984, as amended at 51 FR 

22052, June 17, 1986; 52 FR 27765, July 23, 1987; 

60 FR 63189, Dec. 8, 1995; 64 FR 41683, July 30, 

1999; 65 FR 46796, July 31, 2000; 65 FR 62646, 

Oct. 19, 2000; 66 FR 39601, July 31, 2001] 

§ 489.22 Special provisions applicable 
to prepayment requirements. 

(a) A provider may not require an in-

dividual entitled to hospital insurance 

benefits to prepay in part or in whole 

for inpatient services as a condition of 

admittance as an inpatient, except 

where it is clear upon admission that 

payment under Medicare, Part A can-

not be made. 

(b) A provider may not deny covered 

inpatient services to an individual en-

titled to have payment made for those 

services on the ground of inability or 

failure to pay a requested amount at or 

before admission. 
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(c) A provider may not evict, or 

threaten to evict, an individual for in-

ability to pay a deductible or a coin-

surance amount required under Medi-

care.

(d) A provider may not charge an in-

dividual for (1) its agreement to admit 

or readmit the individual on some 

specified future date for covered inpa-

tient services; or (2) for failure to re-

main an inpatient for any agreed-upon 

length of time or for failure to give ad-

vance notice of departure from the pro-

vider’s facilities. 

[45 FR 22937, Apr. 4, 1980, as amended at 68 

FR 46072, Aug. 4, 2003] 

§ 489.23 Specific limitation on charges 
for services provided to certain en-
rollees of fee-for-service FEHB 
plans.

A provider that furnishes inpatient 

hospital services to a retired Federal 

worker age 65 or older who is enrolled 

in a fee-for-service FEHB plan and who 

is not covered under Medicare Part A, 

must accept, as payment in full, an 

amount that approximates as closely 

as possible the Medicare inpatient hos-

pital prospective payment system 

(PPS) rate established under part 412. 

The payment to the provider is com-

posed of a payment from the FEHB 

plan and a payment from the enrollee. 

This combined payment approximates 

the Medicare PPS rate. The payment 

from the FEHB plan approximates, as 

closely as possible, the Medicare PPS 

rate minus any applicable enrollee de-

ductible, coinsurance, or copayment 

amount. The payment from the en-

rollee is equal to the applicable deduct-

ible, coinsurance, or copayment 

amount.

[62 FR 56111, Oct. 29, 1997] 

§ 489.24 Special responsibilities of 
Medicare hospitals in emergency 
cases.

(a) Applicability of provisions of this 
section. (1) In the case of a hospital that 

has an emergency department, if an in-

dividual (whether or not eligible for 

Medicare benefits and regardless of 

ability to pay) ‘‘comes to the emer-

gency department’’, as defined in para-

graph (b) of this section, the hospital 

must—

(i) Provide an appropriate medical 

screening examination within the capa-

bility of the hospital’s emergency de-

partment, including ancillary services 

routinely available to the emergency 

department, to determine whether or 

not an emergency medical condition 

exists. The examination must be con-

ducted by an individual(s) who is deter-

mined qualified by hospital bylaws or 

rules and regulations and who meets 

the requirements of § 482.55 of this 

chapter concerning emergency services 

personnel and direction; and 

(ii) If an emergency medical condi-

tion is determined to exist, provide any 

necessary stabilizing treatment, as de-

fined in paragraph (d) of this section, 

or an appropriate transfer as defined in 

paragraph (e) of this section. If the hos-

pital admits the individual as an inpa-

tient for further treatment, the hos-

pital’s obligation under this section 

ends, as specified in paragraph (d)(2) of 

this section. 

(2)(i) When a waiver has been issued 

in accordance with section 1135 of the 

Act that includes a waiver under sec-

tion 1135(b)(3) of the Act, sanctions 

under this section for an inappropriate 

transfer or for the direction or reloca-

tion of an individual to receive medical 

screening at an alternate location do 

not apply to a hospital with a dedi-

cated emergency department if the fol-

lowing conditions are met: 

(A) The transfer is necessitated by 

the circumstances of the declared 

emergency in the emergency area dur-

ing the emergency period. 

(B) The direction or relocation of an 

individual to receive medical screening 

at an alternate location is pursuant to 

an appropriate State emergency pre-

paredness plan or, in the case of a pub-

lic health emergency that involves a 

pandemic infectious disease, pursuant 

to a State pandemic preparedness plan. 

(C) The hospital does not discrimi-

nate on the basis of an individual’s 

source of payment or ability to pay. 

(D) The hospital is located in an 

emergency area during an emergency 

period, as those terms are defined in 

section 1135(g)(1) of the Act. 

(E) There has been a determination 

that a waiver of sanctions is necessary. 

(ii) A waiver of these sanctions is 

limited to a 72-hour period beginning 
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